Report on the Fatal Termination of Case of Deafness and
Discomfort in the Right Ear' as Early Symptoms in a Case of Epithelioma originating near the Right Eustachian Tube.
By EDWARD LAW, M.D.
MR. WILFRED TROTTER has kindly given microscopic specimens and the following notes:-1909: June 4-Tumour of nasopharynx removed after an osteoplastic resection of the maxilla.
1910: January 13-Patient complained of considerable pain, mainly in the second division of the fifth nerve, but there was no other sign to suggest a recurrence. The patient attended hospital regularly until August, the pain getting gradually worse and worse, but with no sign of local recurrence in the nasopharynx. In August he was admitted into University College Hospital and injections of alcohol were made into the second and third divisions of the fifth nerve without any relief. On September 28, Mr. Trotter removed the infra-orbital nerve from its canal, but the pain still persisted. On October 11, Mr. Trotter explored the Gasserian ganglion and found it involved in a recurrence of the growth. The bone below it was soft, and an exact location of the ganglion was not easy. The patient recovered from the operation, and the relief from pain proved that the ganglion had been removed.
'Brought before this Section on February 5, 1910; see Proceedings, 1910, iii (Otol. Sect.) , p. 28.
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DISCUSSION.
Dr. D. R. PATERSON asked whether Mr. Trotter could state the degree of success he had had in the operation for this condition. He had now under observation a woman, aged 70, and wondered whether that was too great an age to stand the shock of such a procedure. The lesion was around the Eustachian tube, on the right side, and the symptoms were practically the same as in Dr. Law's case.
Mr. HERBERT TILLEY said he had the opportunity of seeing the case with Dr. Law and Mr. Trotter before the operation, and since that time he had seen three other cases. When this case was discussed last year he said he thought the disease was not so rare in that situation as many considered, as he had then seen four cases. In each of those cases a prominent symptom had been some nasal obstruction on one side, associated with deafness, but the chief feature had been the intense pain. His fourth patient sought relief because of excruciating pain, for which he had been having injections of morphia, &c., and there were so many involved glands in the neck that operation was considered inadvisable. The three suggestive diagnostic symptoms were, therefore, nasal obstruction, deafness, and intense pain. Three of the cases had anwesthesia on the right side of the mandible. All his cases had been males, and the affection in three of them was on the right side.
MR. WILFRED TROTTER said there were three poinits which he wished to mention particularly; he proposed to deal with the subject more fully elsewhere. He had now operated upon eight cases of infiltrating malignant tumour on the lateral wall of the nasopharynx, and it was upon those cases he founded his conclusions. Five or six cases of the eight followed a clinical picture which was extraordinarily precise. The first symptom was usually pain, which was typical trigeminal pain, localized to the anatomical distribution of the nerve, usually beginning in the third division, spreading to the second division, but practically never involving the first. During the earlier months of the disease there was no other physical sign, except perhaps, anaesthesia, partial or complete, on the chin, due to the involvement of the inferior dental nerve. The second symptom was deafness, of Eustacliian tube character, which might be relieved by the passage of an Eustachian catheter. There was a difficulty in the passage of the catheter in the present case, and it was that wlhich forcibly drew attention to the nasopharynx. The third symptom was some abnormality in the soft palate on the same side, not due to involvement of the nerve supply of the palate, but to implication of the levator palati muscle. Therefore the first defect was in connexion with lowering, not raising, the palate on that side, because the muscle was so infiltrated by thie growth that it could not be relaxed. The palate was seen to be asymmetrical, and one was inclined to think there must be some weakness, but the patient could be seen to raise the palate well. After a time some cedema was seen on that side. The sequence of eyents was characteristic and was due to the fact that the growth was developing in a very small region; the Eustachian tube, the inferior division of the fifth nerve, and the levator palati muscle all being within 3 in. of each other, so that a lesion as large as a shilling could involve all those structures. Nasal obstruction was not always present, and might not be complete. In four out of his eight cases, that side of the nose was comparatively free. The tumour was not essentially one of the mucous membrane, but probably originated outside it, therefore its projection into the pharynx might be but slight. He exhibited the specimen of a tumour which he removed the previous day: it showed the growth surrounding the Eustachian tube, but not occluding it. So it would have been possible to have passed a Eustachian catheter and to have been none the wiser as to the condition present. The diagnosis could only be made by digital examination of the nasopharynx, but much projection into that cavity was not necessarily present. In Dr. Law's case the tumour had a pedunculated projection, but in the other cases he could find only a flat hard mass in the lateral wall of the nasopharynx. He had no experience of treatment of the condition other than by removal. He had not seen a case which had remained free from recurrence for more than fifteen months; but all the cases he had seen had come for treatment comparatively late; there had generally been neuralgic pain for months before the condition was recognized, and there might be no other obvious signs. If the source of the symptoms were recognized and the operative treatment undertaken earlier, there might be an opportunity of getting satisfactory results. The only way t6 remove the tumour was to do an osteoplastic resection of the upper jaw; this gave admirable access and there would be no deformity following. In regard to resecting the upper jaw, it was better instead of the classical operation to include the malar bone with the maxilla aird not divide the malar process of the upper jaw, but divide the malar bone in the external angular process and the zygoma. That gave perfect access to the base of the skull and pterygoid region. It was necessary to remove the whole internal pterygoid muscle, certainly the third division of the fifth nervp, and possibly also the second division, with some of the muscles on the front of the spine. It might be necessary to divide the internal carotid. He had done that in two cases, and had had to ligature the artery in the neck, but the patients seemed none the worse. It was generally necessary to remove the glands of the neck, because those tumours frequently invaded the lymphatics. The tumour in this case was an endothelioma, not epithelioma; and that was a point which perhaps made the cases more favourable for operation, because such endotheliomata were usually of slow growth.
In answer to the President, he said this patient (Dr. Law's case) died because the disease ultimately involved the brain through the foramina of the base of the skull. There was a persistence of trigeminal pain, and he removed the Gasserian ganglion to relieve it; but the symptoms of cerebral tumour supervened, and death was due to infiltration of the base of the brain.
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